Steward: The Treatment of Cancer of the (Esophagus gastrostomy made. If, however, shortly after a gastrostomy has been made the patient discovers, as he often does, that he can once again swallow food, he feels that he is getting better, and his mental state undergoes a corresponding improvement.
But, whilst I admit that a tube may give little trouble and may function satisfactorily, this is by no means always the case. Placing the tube in position may be very distressing to the patient and its presence is frequently the cause of a constant gnawing pain, which may become unbearable. Moreover, the repeated blocking of the tube by food or growth, necessitating withdrawal and replacement, is each time a terrible ordeal and the anticipation of the next time is a nightmare.
On the other hand, a Witzel's gastrostomy, if performed as soon as the diagnosis is made, is quite easy to manage after the first fortnight, so that the patient or his relations can administer the feeds without difficulty or discomfort, and can soon learn how to guard against leakage. I know that gastrostomy for cancer of the cesophagus has a bad record and a high mortality. I plead for its early performance as a treatment in itself.
Perhaps, however, the most definite advantage of a gastrostomy is that it is a source of real comfort to the patient and his friends as soon as they realize that it is a sure guarantee against death from starvation. This is more than can be promised when the stricture is treated directly whether by tube, by diathermy or by radium.
As with colostomy for inoperable rectal carcinoma, so with gastrostomy for carcinoma of the cesophagus, the consequent cessation of irritation sometimes results in a quite unexpected lengthening of the period of survival. I know that two of my patients have lived for more than five years after gastrostomy, and there may be others. CURATIVE TREATMENT. Two entirely different means have so far been employed in the attempt to cure carcinoma of the cesophagus-radium and surgical extirpation.
Radiumn.-Radium has been widely used during the past eighteen years, and a large number of cases must now have been treated, but the results have been disappointing, in so far as actual cure is concerned.
The causes of failure are fairly obvious, but it is difficult to see how they are to be met. The main facts are not in dispute and are as follows:
That radium can destroy carcinoma of the cesophagus is certain, for ulcers and tumours that have been seen through the cesophagoscope, and have been proved by histological examination to be carcinomatous, have completely disappeared after treatment with radium.
But this complete disappearance is exceptional, and the disease usually reappears sooner or later. The explanation appears to be twofold. In the first place variation in the effect of a given dose of radium must be the result of variation in the resistance of the cells or their surrounding stroma to the rays that reach them. It appears to me to be improbable that this variation is accounted for solely by differences in the hardness of the tumour, and I cannot help feeling that there is a further factor that is not recognized at the present time.
In the second place the almost constant relapse after improvement must be due to the too limited radius of action of the radium, in other words, the dose has been too small to destroy the whole growth. This conclusion is supported by the study of published cases, for the best results go with the largest doses.
For instance, Guisez, who has treated 270 cases, has had thirty cases in which the patients survived more than eighteen months, two being free from recurrence ten years after treatment, one, five years after, and four, three years after, while four others died from intercurrent disease. He uses very large doses, 100 to 120 mgm. of radium bromide divided into three tubes placed end to end in a hollow bougie, This dose is applied every two days for ten to twelve hours and five or six treatments are given. The dose in milligram hours thus works out to more than 5,000, or about three times that used by most other workers. Guisez laws much'stress upon the importance of spreading the dose over a wide area with special care to treat the whole vertical extent of the growth. With this object he uses three or more tubes placed end to end in the hollow bougie applicator.
With regard to the future of radium treatment, to my mind the hope of improved results depends upon earlier diagnosis, more exact knowledge of the extent of the disease and more powerful dosage.
Excision.-Excision of a portion of the cesophagus for carcinoma was until comparatively recently only attempted when the growth involved the upper extremity of the tube.
Kappeler made two unsuccessful attempts to remove a growth of the cervical cesophagus in 1875 and 1876, but two years later Czerziy removed the upper six centimetres of the oesophagus, and the patient, a woman, aged 51, survived the operation, but died from recurrence rather more than a year later. Many similar operations have since been performed, in some cases with the formation of a permanent cesophagostomy, whilst in others the gap in the cesophagus has been bridged by a skin flap, converted later into a tube. Both methods have had some success, but the operation is necessarily long and difficult atnd is especially liable to be followed by severe infection of the wound. In most cases, also, starvation has previously undermined the patient's strength. Hence the operation mortality has been high-in a collection of twenty-five cases published by Von Acker in 1908 it was 56 per cent. It should be less now with improved methods.
There remains for consideration the question of operation upon the mediastinal portion of the cesophagus. Although many cases have now been operated upon and much ingenuity has been exercised in devising methods of overcoming the technical difficulties associated with the operation, very few of the patients have survived for more than a few days.
The following factors have contributed to the many failures (1) Rapidly fatal infection of pleura or mediastinum, or both, has been the cause of death in the large majority of those patients who survived the shock of the operation, the source of infection, in most cases, being the cesophagus. In the only cases in which the patients have recovered from the operation, infection was avoided either by extrathoracic treatment of the cesophagus (Torek and Eggers), or by multi-stage operation (Lilienthal), the pleura and mediastinum being shut off by adhesions before the cesophagus was divided.
(2) The cesophagus is so straight that there is no slack when it is mobilized; on the other hand it retracts longitudinally on section.
(3) The structure of thd cesophagus, in particular the absence of a serous coat and the softness of its walls, which in consequence will not hold sutures at all well.
(4) Reconstruction of the cesophagus after resection for carcinoma and for cicatricial stenosis offers great difficulty and many plans have been adopted. I need not go into the details of these, but I may mention that the gap has been filled by a rubber tube-in Torek's successful case, also by a tube constructed of skin, or stomach, or jejunum, or transverse colon, and that each of these methods has been successfully employed. I believe that only three patients have recovered from an operation for removal of a carcinoma of the mediastinal portion of the cesophagus.
The first case was Torek's. The patient, a woman aged 67, was operated upon on March 14, 1913. She had suffered from dysphagia for nine months and had been limited to fluids for six weeks.
The tumour was situated below the arch of the aorta, and was approached by a transpleural Steward: The Treatment of Cancer of the (Esophagus incision in the seventh left intercostal space. The cesophagus was mobilized, divided by cautery and crushing below the growth between ligatures, and the gastric stump inlvaginated.
The further dissection presented great difficulty, which was finally overcomiie by dislodging the aorta and lifting it forwards, after having divided a number of its thoracic branches betweeni ligatures. The tumiour, moreover, was attached to the left bronchus, which sustained a cut during the dissection. This cut was sutured with silk. The cesophagus was nowdelivered through ann incision in the neck, the growth removed and the stump carried down subcutaneously and brought through an incision over the second intercostal space and there fixed to the skin.
The wounds were colmipletely closed without drainage. Recovery was uneventful, pulse, respiration and teiniperature relmlaining normnal after the fourth day. On the eighth day the free end of the gastrostomy tube was introduced into the cut end of the aesophagus at feeding times, and from that time onwards the patient nourished herself by swallowing her food.
On examination of the specimnen removed, the growth was found to be 4 -3 cmn. long and to extend completely round the circumference of the cesophagus. At one spot it reached the surface of the cesophagus as a nodule 1 cm. in dianmeter. The growth was a squamous-celled epithelioma.
At a mneeting of the American Association of Thoracic Surgery, held in June, 1924, eleven years after this operation, Torek 1 reported as follow:-" The patient, who is now 78 years old, has practically nio trouble with the feeding problem. Anything that can be cut or chewed into a finely divided state will readily pass through the tube into the stomilach." She was cheerful and happy and enjoying good health. She lived another year and then died of pneumonia after three days' illness at the age of 79, nore than twelve years after the operation.
The second case was that of Lilienthal. The operation which he performed he levised and adopted in consequence of the number of fatalities resulting from the exploration of the cesophagus by the transpleural method used by Torek in his case.
Of these fatalities the majority had resulted from infection of the pleura and nediastinum, and in order to lessen the risk of this, Lilienthal decided upon a inulti-stage extrapleural operation, division of the cesophagus being deferred until the mediastinum had been sealed off.
The patient, a manl aged 34, had had difficulty in swallowing for nine mnonths and was found to have a malignant stricture of the cesophagus two inches above the cardia. The operation was performed on December 16, 1920. A long skin-flap with its pedicle posterior and extending in length from a point 1 in. to the left of the spine to the nmid-axillary line. and in width from the eighth to the tenth rib, was first dissected up. The ninth rib was thein resected subperiosteally and the parietal pleura stripped fronm behind forwards until the structures in the posterior mediastinum could be identified. The sixth, seventh and eighth ribs were now divided posteriorly and the edges of the wound widely retracted. The lower part of the cesophagus with the growth was then isolated, the vagi separated and the skinflap passed beneath the cesophagus and fixed in position with sutures. The anterior part of the wound was closed, and through the posterior part rubber damn was introduced to cover the pleura, and the rest of the cavity was lightly packed with gauze. There was no shock after the operation and progress was satisfactory. Thirteen days later the growth was removed, no anemsthetic being used, and after a further two weeks the pedicle of the skin-flap was divided and the flap folded in the form of a tube. Certain difficulties arose in connexion with the flap, and there was a tendency to stricture, but eventually the wound healed completely and the patient was able to swallow soft or well masticated food. He died sixteen months later from recurrence. 044j of the thoraciec csophagus being rem-loved. The growth was of considerable size. and adherent to the pleura. The vagi were incorporated in the tumnour anid were divided without any disturbance being noticed. The patienit recovered rapidly and was up on the fourteenth day. He was in good health a year later.
The study of these cases led mne to the conclusion that it would be justifiable to attemlt opieration in an uncoml)licated case in which the growth aplpleared to be small actnd localized to the cesophagus, l)rovided that the lpatient wvas in good general condition and free from visceral disease.
As reegards the choice of operation I formed the opinion that for a growth of the lower third of the cesophagus Lilienthal's operation would be more suitable, while for a. growtlh of the middle third of the csophagus I should l)refer lorek's operation.
I have explored an cesophageal carcinolmia with a view to removal on three occasioiis.
The patients were transferred to me from the Throat Department at Guy's Hospital, Cases I and II by Mr. Layton, Case III by Mr. Mollison. They were iiales, their ages being 31, 62, and 53. In all the general condition was good, there was no evidence of vascular, pullmonary, or renal disease and nutrition was not much imi-paired. In each the growth, so far as could be ascertained by cesophagoscopic and radiographic examiiniation, appeared to be limiited in extent, andl involving the rsophagus low down, the level being the eighth dorsal vertebra in two cases, the sixth in the third case.
The antesthetic was in each case intratracheal oxygen and ether adminiistered by Dr. F. E. Shipway, and the result was entirely satisfactory. In the second and third cases a nuimlber of the intercostal nerves were blocked with one per cent. novocain solution.
The operation, which was the same in each, except that in the third case the level was higher, closely followN-ed the method adopted by Lilienthal, lily intention being to make good the gap in the cesophagus by skin, and to approach the cesophagus through the posterior inediastinumn, if possible without opening the pleura.
A thick flap of skin and muscle 4 in. wide and 8 in. long was raised frorn the chest wall, and aboIut 8 in. of the rib corresponding to the miiiddle of the flap resected. Beginning frolmi behinid, the pleura w-as separated fromn the chest wall in a forward direction and the posterior inediastinumn gradually opened up, four other ribs two above and two below the one resected-being then divided behind, and the wound widely opened by rib-spreaders. The attempt to strip the pleura without tearing failed in each case, large tears being mliade in the first and second cases, and a small one, which I was able to close, in the third case. In this waay the aorta and then the cesophagus were freely exposed and the growth could be palpat,ed and its characters ascertaiined. In the first and second cases, about 2 in. of the cesophagus; appeared to be involved, the growth felt hard and circumscribed and did not appear to extend beyond the wall of the cesophagus. In the third case, however, the growth was clearly larger and not so hard.
The vagi and plexus gul&e were next anesthetized with 2 per cent. solution of cocaine and then separated from the wall of the cesophagus. This proved an easy ilmatter in the case of the left v-agus but in two cases the right vagus was involved in the growth and had to be divided.
In the first and second cases the growth, together with the cesophagus above and below it, was further separated, the skin-flap was passed beneath and fixed in position with catgut sutures and the rest of the wound partially closed, the exposed pleura being covered with rubber daim and the cavity superficial to it lightly packed with sterile gauze.
in the third case, although I realized that the growth was more extensive, I attempted, perhaps unwisely, to separate it from the pericardium. In so doing I tore a hole in the right pleura in a position that did not permit of suture and although I quickly filled the hole with gauze the patient's condition becaiiie alarming. I therefore rapidly closed the wound.
All three cases ended fatally. In the first the patient rallied well froim the operatioll, passed a good night, and when may house surgeon saw him at 9.30 next morning he said he was comfortable, but he died suddenly shortly afterwards. The post-mortein examination revealed inothing to account for death, and no evidence of secondary growth.
The second patient lived for nine days after operation. He had practically no shock, and an 6 Steward: The Treatment of Cancer of the QEsophagus hour after the operation his pulse-rate was 99 and his blood-pressure 118. He appeared to be doing well for five days and then signs of pneumilonia appeared on the right side and he gradually sank. At the post-mortem examination the left lung was found to be almost completely collapsed, and there was hypostatic pneumonia of the lower right lobe. The growth proved to be quite early and limited to the cesophagus. No invaded glands or other evidence of growth were found.
The third patient did not rally from the operation and died within twelve hours. Postmortem: the right lung was foulnd largely collapsed and left partially so. The growth was adherent to both pleure and to the pericardium.
These results, although certainly disappointing, are, I venture to say, in some ways encouraging. In the first place, the diagnosis and selection of cases were very little at fault, for the first and second cases were correctly judged to be suitable for radical treatment. This opinion was confirmed at the operation and again at the post-mortem examination. At the operation the growth appeared to be limited to the wall of the cesophagus, there was no adhesion to the surrounding parts excepting very slight adhesion to the pericardium in Case I, and no infiltrated glands were discovered. The post-mortem examination confirmed the operation findings entirely, for in each case the growth was limited to the cesophagus, there was no glandular involvement and there was no evidence of metastasis.
So also in regard to the third case. The clinical investigations were confirmed at the operation, for the possibility of removal was considered doubtful, but as the patient very much wished it the attempt was made. In the second place, Cases I and II show that the first stage of this operation is not to be ruled out on the score of severity, for shock was not by any means serious, haemorrhage was negligible, and recovery from the immediate effects of the operation upon respiration and circulation was satisfactory.
As to future prospects, after careful consideration of all the information available I have formed the opinion that as technique improves better results may be looked for.
The following are some of the considerations upon which this opinion is based:-(1) The symptoms of carcinoma of the oesophagus are straightforward and distinctive, so that correct diagnosis in an early stage is not difficult, neither is it difficult to decide whether any given case is a suitable one for operation.
(2) The disease remains localized to the cesophagus for a considerable time in all cases, and during its whole course in a large proportion. In his Hunterian Lecture upon the treatment of cancer of the cesophagus, Abel gives some interesting figures bearing upon this important point. He quotes an analysis of seventy cases examined post mortem by Helsley, who found that in 64 per cent. the disease was confined to the cesophagus, and no secondary deposits were present in the lymphatic glands or other organs. In another collection of post-mortem examinations by Blauwkuip the proportion is considerably smaller-39 per cent. of 125 cases. There is thus a reasonable chance of cure in case of recovery from operation for the removal of an early growth.
(3) The successful performance of other operations involving the mediastinal portion of the cesophagus, such as operations for fibrous stricture of the cesophagus, and for carcinoma of the cardia, clearly shows that from the point of view of technique excision of a carcinoma of the cesophagus is practicable.
(4) Although so few have been successful the reported cases prove the possibility of cure by operation.
(5) Lastly, it is perhaps not unreasonable to hope that the history of the surgery of other organs may be repeated in the case of the oesophagus. 
